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physical plant for the safefy of both patients and
staff as required. Tennessee Department Of
Health (TDOH) 1200-8-6-08(2)

The findings included:

On-6/21/10 at 9:30 PM cbservation within the
dietary area revealed two of the ceiling tiles were
missing. :

The deficiency was verified by the Maintenance
Director and later acknowledged by the
Administrator during the exit interview.
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N 832 1200-8-6-.08(2) Building Standards N 832 . .
(2) Building 1. On06/22/10, the outside electrical | 07/13/10
{2) The condition of the physical plant and the contractor, who had just installed
overall nursing home enviranment must be the electrical outlet, replaced the
developed and maintained in such a manner that missing ceiling tiles.
the safety and well-being of residents are 2. On 06/25/10, the maintenance
assured. assistant inspected the building for
damaged/missing ceiling tiles. No
* issues were found.
This Rufe is not met as evidenced by: 3. The maintenance assistant w111‘
Based on inspection during the survey, it was inspect the facility monthly for
determined, the facility failed to maintain the missing/damaged ceiling tiles.
4. The Environmental Services

Director will monitor the
inspections for 3 months and cease
monitoring if no issues are found.
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